A 36-year-old female patient reported having right peripheral facial paralysis, with no apparent cause. She was treated with prednisone (40 mg/day) until clinical improvement occurred. One year later, left peripheral facial paralysis was diagnosed, and the previous treatment was successfully instituted. After three months, the patient developed a cough, chest pain and dyspnea and was admitted for investigation. Chest tomography revealed a large number of small bilateral parenchymal nodules and intense mediastinal adenomegaly. During this period, bilateral uveitis appeared, along with erythematous papules on the back, cervical region and face, which had the appearance of apple jelly on diascopy (Figures 1 and   2 ). A biopsy of the facial lesion was performed, and the histopa-571
